The results of a two-year prospective study of myocardial infarction in a rural city is reported. In the under 70 years age group there 'was a 10 per cent mortality of patients whilst being nursed in the coronary care area. Later deaths after transfer to the general wards raised the overall hospital mortality rate to 15 per cent. These figures compare favourably with other series.
INTRODUCTION
Intensive coronary care is still a relatively new concept. In 1964, Julian, Valentine and Miller reported the first Australian experiences of intensive monitoring and subsequent experience has demonstrated that this has significantly altered the survival pattern following acute myocardial infarction (Sloman 1969) . This improvement has resulted in many hospitals now having a coronary care ward.
This article reports two years experience of intensive coronary care in a rural city. The data was collected prospectively and the results are reported along the guidelines suggested by Oliver, Julian and Donald (1967) . BACKGROUND Goulburn is a city of 22,000 people on the Southern Tablelands of N.s.W. There are two main hospitals responsible for acute medical care, namely the Base Hospital with 167 beds and the St. John of God Hospital with 75 beds. The coronary care unit (e.e.V.) with four beds is situated at the St. John of God Hospital. This hospital has no resident medical staff and for the period of this survey was staffed by two physicians, who were rostered on call. Nursing staff consisted of four sisters, three of whom were trained by Dr. G. Sloman at the Royal Melbourne Hospital. The majority of patients were admitted to this unit by their local doctors. However, a significant number of patients presented to the Base Hospital where they were managed in a three-(later six-) bed general Intensive Care Ward (I.e.W.).
Monitoring equipment consisted of bedside E.e.G. oscilloscopes and write-out recorders. In addition there was a D.e. defibrillator with synchronizer and a fixed rate pacemaker available for each unit. \Vhile the patient was in the Unit, therapy was directed by the two physicians and on discharge, care was continued by the patient's general practitioner. This policy was possible because of the whole-hearted co-operation of all doctors in the city.
On admission all patients had immediate E.e.G. monitoring and an intravenous infusion was commenced. A basic treatment regime was adhered to as regards relief of pain, oxygen administration and observations. Anticoagulants were given for positive indications and not as a routine. D.C. counter shock was administered by the nursing sisters when required. Anti-arrhythmic drugs were given as required. In general all patients with suspected myocardial infarction were admitted directly to the units and monitored for 3-5 days as the clinical situation dictated. There was no age barrier to admission.
RESULTS

Overall Results
(a) St. John of God e.e.V. (18th December, 1970 to 25th February, 1972 . There were 95 admissions (89 individual patients) with a positive diagnosis of acute myocardial infarction. Sex ratio was 63 males to 26 females. There Anaesthesia and Intensive Care, Vol. Ill, 1\'0. 1, February, 197, ;  wcre V3 deaths in the C.Cl'. and a further nine dl'ath~ occurred after transfer to general wards. The overall hospital mortality was 23 per cent.
(h) Goulburn Base Hospital I.e. \\'. (16th Februarv, 1970 to 27th February, 1972 ). There were :3H 'admissions (:37 individu;11 patients) with a positive diagnosis of acute myocardial infarction. Sex ratio was 27 males to 10 females.
There were four deaths in the I.e.\\'. and a further three deaths in the wards following discharge from I.e.\\'. The overall hospital lllortali ty was 18 per cent.
(c) Comhined Experience. There were 17 deaths in the coronary care areas out of a total of I:H admissions (i.e.'13 per cent), The overall hospital mortality rate was 22 per cent.
HO\\,evcr, for purposes of comparison if the under jO "ear age group is analysed there was a J () per cent coronary care area mortality and a ]:) per cent ovcrall hospital mortality.
:2. Age Distrihlltioll of Deaths (Table I) ;\s could be predicted there was an increased mortality with increasing age. The dt'ath rate \\'as lowest in the 40-;")9 years group.
;3. CaIlS(S of Death
The most common cause of death was cardiogenic shock (10 patients). Two patients died from complete heart block. One paticnt each, died of ventricular fibrillation, ischacmic leg, uraemia and pulmonary embolism.
.1. l'(lltricular Fihril/atiOlI (Table : 2)
The classitication used was that proposed b:, Oliver ct al. (1967) . There were eleven patients with ventricular tibrillation and of these six \\'l're" priman' " and fi\'e wcre " complicating".
The main complicating factors were left heart failure and hypotension,
In the" primary" group there were three and possibly four (one lost to follow-up) long term survivors. This is significant as the" primary" group were generally in a younger age grouping.
TI~e " complicating" group had two long term surVIvors,
Once again it should be stressed that primary" ventricular fibrillation is very liable to occur soon after admission and soon after the onset of pain.
;). Longer Term Assessmel1t
At the first 12 month review, 46 patients were alive out of a possible f)0 who were discharged from hospital. Five patients were lost to follow up. Calculating on the assumption of Mi survivors from 55 followed up, there was an Sf) per cent twelve month survival rate. DISCUSSIOX Recent experience demonstrates that the mortality in a coronary care unit varies from between 14 and 27 per cent and that total hospital mortality rates vary between 21 and ;)0 per cent (Chapman ] 970). If the under 70 years age group is analysed then rates approaching 10 per cent are being reported for coronar~' care units (Julian JHj4) . Our results compare favourably with these, especially if the under 70 years age groups are compared, i.e. 10 per cent coronary care mortality and 15 per cent o\'erall hospital mortality.
The reasons for these results, obtained in a small community hospital without the usual resources of a major unit, lie in four main areas. . II/aesllil'sia alld 1IIII'IISil, '(' Carl', 1'01. 1 J I, .\'0. I. F{'bl'uary, I!I, .;  By far the most important factor is the availability of a trained nursing team who are given authority to provide on the spot resuscitation. This requires an in-service training programme so that a high standard of efficiency can be maintained.
Secondly, it appears that for optimal therapy, a small group of doctors in any hospital should see the majority of the acute cardiac problems to develop a degree of expertise in this field.
The third factor relates to the provision of monitoring equipment which has helped to diagnose early, dangerous arrhythmias. However, good results can be obtained with basic equipment in association with high quality nursing staff.
A fourth factor is that patient transport time i" short in a small city and patients are admitted directly to the coronary care areas and without delay in casualty areas.
In a two year period 134 patients were admitted to the coronary care areas. This number of patients comes from a population of 12,538 persons (over 20 years) at risk. Although a coronary care unit also observes for diagnosis, patients with symptoms suggestive of myocardial infarction, these figures could be of value in measuring the number of beds required for communities.
After Admission to C.C.U.
Result
It should finally be stressed that the major area for action is now outside the hospital, i.e. in the fields of education for recognition of symptoms, of arrhythmia suppression in transit and for screening to determine potential risk factors. By these means the overall death rate III the " at risk" males might be reduced.
